A 57-year-old woman with history of hypertension was admitted to the coronary care unit with acute coronary syndrome without ST-segment elevation. Coronary angiography showed an eccentric and severe lesion at the midsegment of the left anterior descending (LAD) coronary artery. Intravascular ultrasound (IVUS) showed a spontaneous dissection with intramural haematoma (Panel A), which was treated with a 3.0 Â 28 mm paclitaxel eluting-stent direct implantation. After stent placement, an angiographically severe stenosis was observed proximally to the stent. IVUS demonstrated a huge coronary intramural haematoma (Panel B). At that moment, the patient had severe chest paint with ST elevation. Afterwards, two paclitaxel eluting-stents (3.5 Â 18 and 3.5 Â 16 mm) were deployed at the level of the haematoma to attempt to hold the occlusive haemorrhage. We decided to implant smaller stents than the reference diameter of the coronary artery in order to prevent the progression of the haematoma (Panel C).
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Six months after the index procedure, IVUS showed absorption of the haemorrhage with development of evident stent malapposition at the level of the proximal stents (Panel D). Post-dilatation with a non-compliant 4.5 mm balloon was performed guided by IVUS (Panel E). Twelve months after discharge, she remains asymptomatic. Spontaneous healing of intramural haematoma has been reported in asymptomatic patients and can be managed conservatively. Symptomatic patients should probably be treated by primary stenting in order to maintain the lumen patent, as it has been illustrated in our patient. Late stent malapposition after hematoma reabsorption could be treated with post-dilatation in a second procedure.
Panel A. Pre-intervention IVUS showed a tear in the intima and media with a large intramedial dissection. Panel B. Development of angiographic lesion at the proximal segment of LAD after stenting the mid portion. IVUS showed a huge intramural haematoma. Diastole (D) and systole (S).
Panel C. Final result after stenting proximal and mid-segments of LAD. Panel D. Six-month angiographic and IVUS control demonstrated late stent malapposition after reabsorption of the intramural hemorrhage.
Panel E. Six-month final angiographic result after post-dilatation with a non-compliant balloon. IVUS showed a better and complete apposition of the stents in the proximal LAD. 
